Diverticular Disease of the Colon SIR,-It seems to me unfortunate that in a recent article (24 August 1968, p. 475) and a leading article (9 August, p. 311) on diverticular disease of the colon no mention should have been made of the work of H. C. Edwards. As long ago as 1932 he won the Jacksonian prize for his work on diverticula of the intestine, later published in the Lancet,' the British 7ournal of Surgery,2 and later still as a book.' In these publications Edwards brought forward much evidence to show that diverticular disease is a result of irregular or abnormal contraction of the muscle. He also referred to the work of A. P. Stout' as pointing to the same conclusion. Stout's paper, written in 1923, dealt with diverticula of the appendix. It was a pioneering effort in that it demolished the theory that distension produces diverticula. But nobody paid any attention, any more than they did to the work of Edwards published a decade later.
I think it is regrettable that the work of these two eminent men should have been forgotten, when now, at length, their judgements have been vindicated.-I am, etc., R. R. WILSON.
Department of Pathology,
Stobhill General Hospital, Glasgow N. 1. REFERENCES 1 Edwards, H. C., Lancet, 1934, 1, 221. 2 Edwards, H. C., British 7ournal of Surgery, 1934, 22, 88. Post-mortem examination (Dr. A. H. Cruickshank) revealed a small liver (1, 370 g.). The capsule was wrinkled and the subcapsular surface was extensively mottled by haemorrhage. The cut surface showed mottling with alternate areas of pallor and congestion. The common bile duct was patent, the portal and hepatic veins normal. The gall bladder did not contain any stones. The spleen was moderately enlarged (540 g.) with scattered subcapsular haemorrhages. The stomach, duodenum, and jejunum contained altered blood. There was a submucosal haemorrhage in the lower third of the oesophagus. No obvious bleeding point was found in the gastrointestinal tract. The heart (428 g.) showed subepicardial petechiae and a large (4x 1-5 cm.) subendocardial haemorrhage on the left side of the intraventricular septum. Blood was present in the trachea and main bronchi, and haemorrhage in the submucosa of the hypopharynx. There was no laryngeal obstruction.
The lungs were moist and deeply congested.
Both kidneys showed a pale jaundiced cortex. Histology of the liver showed extensive hepatocellular damage. Complement fixation tests for viruses (Dr. Bruce White) were performed on serum taken during the actual illness and on stored serum taken in January 1969. Apart from a rather high titre for cytomegalovirus (1/64) both specimens were normal. Serum used successfully as a source of SH antigen gave a weak positive agglutination.
The clinical and necropsy findings here are fully compatible with the diagnosis of serum hepatitis.
Cryo represents a considerable advance in the management of the severe haemophiliac. This and other centres have used many thousands of units without mishap and we do not know of a similar case in Britain. It is important to re-emphasize the potential danger of cryo to ensure its use only when strictly needed. A check should be kept of the source of cryo to trace any serum hepatitis which may occur in future.
We are grateful to Dr. T. Black for permission to report this case. Linden' states, " suction " is only one way of looking at a pressure difference and it is likely that the pressures involved are small. The sensitivity of the methods used therefore for measuring these differences is all important. It is only to be expected that elastic recoil pressure effects are small, for ventricular filling, since it is hard to conceive how Starling's law of the heart could otherwise remain valid and an adaptive exercise response occur. Although it is likely that elastic recoil pressure effects are small, this does not diminish their importance as a means of controlling the critical boundary layer as the mitral valve opens.3
It is legitimate to consider the geometry of the adjacent atrial and ventricular chambers as a diffuser whose main function is pressure recovery during diastole. By controlling the boundary layer of fluid entering the ventricle at this critical moment of time, full expansion of the jet is achieved and pressure recovery throughout almost doubled, though the amount of lateral suction that needs to be applied is slight.4 Lateral suction as the result of outward movement of the ventricle wall certainly does occur to a major extent throughout diastole with respect to fluid entering the ventricle, and is responsible for continued control of the boundary layer.
September 1969 Correspondence
MBDIJun Important circumstantial evidence in support of the theory of passive dilatation of the ventricle is provided by consideration of the abnormal but characteristic ventricular cardiographic silhouettes after mitral valve replacement using low-profile disc and central-flow homograft valves. As a result of some preliminary observations we would distinguish the " turnip " heart outline that characterizes the disc valves from the " pear " heart of the homograft valve, and suggest that the shape adopted by the ventricle is determined by the grossly abnormal filling patterns in each case." It seems logical that the reduction in cardiac output that is uniformly observed in these patients is related directly to these changes.-I am, etc., KENNETH REID. August, p. 416) that microscopic examination of fresh, unstained urine for the presence of bacteria is a useful and undervalued clinical skill ; indeed, we stated in our article (12 July, p. 81) that we had made this observation in nine out of ten bacteriuric girls. As he pointed out, heavily infected urine is usually turbid. However, we have also seen optically clear urine containing significant numbers of bacteria, and a specimen giving a colony count of 100,000 per ml. would contain only one organism per highpower field, or less than one in each small square of a Fuchs-Rosenthal counting chamber. The reliability of this method is therefore questionable when infection is light or the urine is dilute.
Like Dr. Littlewood, we also commented at some length on the disadvantages of screening for pyuria-though in our hands it gave a false-negative rate of 25% (assum- ing that the true prevalence of bacteriuria in British schoolgirls is 1-2%),1 not 40%.
However, any method which relies upon microscopic examination is likely to be too time-consuming and costly for screening on a large scale, and the chemical method to which we referred in our -article' seems more promising because it can be adapted for autoanalysis.
Dr. Littlewood suggests that urine microscopy should be carried out by school medical officers at the medical examination. One of our stated objectives was to assess whether this would be feasible, but we concluded in our last paragraph that it would be premature to introduce it until better techniques are established and the real health hazards of asymptomatic bacteriuria have been evaluated. We are therefore grateful to him for reiterating our plea for further research into the natural history. However, we believe that careful follow-up of bacteriuric girls with anatomically normal urinary tracts, randomly allocated to treatment and control groups, by a limited number of paediatric departments with a declared interest in the field is likely to make a greater contribution to knowledge than the disclosure of large numbers of cases in the country as a whole.
-We are, etc., S. R. MEADOW. 
